Mr P T Savage reported that in the Whittington Hospital museum there was a specimen from a case similar to that reported by Mr Aldis, of carcinoma at the site of a ureteric transplant into the colon. Rectal examination normal. X-ray chest normal. A diagnosis of locally recurrent carcinoma of the colon was made. Laparotomy (12.5.60): Right paramedian incision. A right hemicolectomy, with end-to-end anastomosis, had been performed previously and there was a large mass, thought to be typical of a reurrent neoplasm, involving the site of the previous anastomosis and invading the root of the mesentery. The liver was free of secondary deposits and there was no evidence of metastatic spread within the abdomen. The tumour was mobilized with difficulty and resected, an end-toend ileo-colic anastomosis being performed.
Ameboma of the
Following operation the patient convalesced normally. Pathology: Macroscopic: The specimen consisted of approximately 30 cm of bowel twisted into a mass. Approximately20 cm were small bowel and 10 cm large bowel joined by a well-healed anastomosis. Around the area of anastomosis and extending for about 7 cm was a gross, whitish thickening of the wall of the colon, the thickness of the wall being 3-4 cm, involving all coats but mainly the serosal surface. In this area was a cavity external to the intestine with a thick wall which constituted the mass around which the bowel was twisted. Near the opening to the cavity the mucosa was ulcerated and the wall was hard, dense and white.
Microscopic: A widespread chronic inflammatory process was seen in which plasma cells predominated in the cellular infiltrate both in intact mucosa and in the granulation tissue covering ulcerated areas. Eosinophils, Iymphocytes and macrophages were also numerous. The thickening of the bowel wall was fibroblastic and collagenous. Both vegetative forms and cysts of Entama,ba histolytica were seen in the areas of necrosis. Conclusion: This is an amceboma and there is no evidence ofmalignancy. Mr H R I Wolfe showed slides demonstrating the rapid response of an ameboma of the c=cum and of cutaneous amcebiasis to anti-amrbic treatment.
Duplication of the Small Intestine H Gordon Ungley MD FRCS
A boy aged 8 months with a history of melaena for two days. Hemoglobin 27 %. No abnormal findings on physical examination or after barium meal and follow-through. At operation duplicated ileum found 3 ft in length ending about 6 ft from the ileocecal valve. Proximally the duplicated portion ended blindly; distally it tailed off into a narrow tube which passed towards the root of the mesentery. It was resected and end-to-end anastomosis performed. Recovery.
Specimen shows gastric mucosa in the duplicated gut and two ulcers one-third inch across (the source of the bleeding) in the adjacent ileum. The patient had a primary squamous cell carcinoma of the lung excised in February 1960 and a primary squamous carcinoma of the kidney in June 1960. The interest lay in there being two primaries and the possibility of the carcinoma of the kidney being a secondary from the carcinoma of the lung presenting as a primary.
